Abstract: It is known that in psychiatry,
Introduction


The problem of diagnosis is very important for prognosis, therapy and research.
A reliable diagnosis is also needed in terms of service planning [1] .
In psychiatry, important causes of diagnostic unreliability are attributed to the psychiatric nomenclature [2] .
The introduction of structured classifications and standardized tests has made diagnosis much more homogeneous and stable than in the past.
However, the diagnostic variability still remains relatively high [3] .
A major criterion for validating diagnoses is stability over time.
Diagnostic stability is the agreement between two consecutive diagnoses in the same patient [4] . There must be a gap of at least a year between the two observations [3] . If it is less, it is likely that the difference between diagnoses depends on variance and not on diagnostic instability [5] .
Diagnostic stability is closely correlated to reliability, which is the level to which 2 separate healthcare workers agree on a diagnosis [6] .
It is important to assess diagnostic stability, especially for the following reasons [3] : to define homogeneous diagnostic groups, for diagnostic reliability, for research on the development of psychiatric disorders, for a full definition of medical opinion, and for the validity of the diagnostic construct.
In psychiatry, diagnostic categories have different stabilities.
Major psychotic disorders are stable, followed by drug addiction, then obsessive-compulsive disorders.
Neurotic conditions are less stable. Personality disorders are more unstable [3, 7] .
Comorbidity further reduces diagnostic stability [8] .
Comorbidity is common in patients who are drug addicts, therefore diagnostic stability is lower, meaning the risk of a wrong diagnosis is higher.
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For example, psychotic disorders, which are known to be more stable, require special attention if there is substance abuse, because the diagnosis could change over time [9] .
Personality disorders become even more unstable if they exist alongside drug addiction [5] .
While several studies have investigated the diagnostic stability of single disorders, less is known about psychiatric comorbidity and dual diagnosis.
These considerations aroused our interest and we decided to assess diagnostic stability in our own work context.
Methods
Design of the study
Between 2003 and 2006 our department carried out research into the prevalence of dual diagnosis in outpatients with opiate addiction [10] . In 2006 90 outpatients had completed the study: among these, 48 had a dual diagnosis.
In 2013 we called these 48 patients back. They couldn't all be registered: 2 deceased, 9 transferred or discharged, 1 refusal.
In the end 36 patients were registered.
Sample
In 2003 patients with opiate addictions who had been receiving treatment with methadone and buprenorphine for at least 6 months were recruited. This group was chosen on the basis of stability characteristics.
The sample (2014) consisted of 34 outpatients. Sample mean age was 40.4. The majority were male (88.2%), single (82.3%), with an educational level of 8 years (70.5%) and employed (55.8%).
For socio-demographic characteristic details see Table 1 .
Instruments
Standardized tests were used for the research: M.I.N.I. (Mini International Neuropsychiatric Interview) [11] for Axis I and S.C.I.D. II (Structured Clinical Interview for DSM IV) [12] for Axis II.
After 10 years we decided to use the same tests on the same group of patients with dual diagnosis.
36 patients repeated the M.I.N.I and S.C.I.D. II tests and by the end 34 patients had completed the standard assessment.
The current study scheme is in Fig. 1 .
Results
Only 2 patients had the same diagnosis: one with bipolar disorder, panic disorder, unspecified personality disorder and addiction (opiates, cannabinoids, cocaine); the other patient was suffering from an unspecified psychotic disorder and opiate addiction. All the other patients (roughly 95%) presented with a diagnosis change: appearance of one or more new diagnoses, remission of one or more diagnoses, or one or more shifts between diagnoses.
Check the results of the M.I.N.I. test (Axis I) (Fig.  2) .
Bipolar disorder is stable, even psychotic disorders are quite stable.
Major depressive episodes (in progress) decreased by 50%.
With regard to anxiety disorders, agoraphobia, social phobia, obsessive-compulsive disorder and general anxiety disorder have shown some instability.
Panic disorder is stable. Substance use disorder is also stable. In 2006 all 34 patients were being treated for opiate addiction. In 2014 10 patients (29%) were no longer receiving agonist therapy because opiate addiction was being in remission, but only 2 of them were discharged. Apart from 3 patients who are still receiving care for psychiatric disorders and 1 patient for gambling addiction, 4 are still presenting with substance abuse (3 taking cannabinoids and 1 cocaine). In total substance abuse is stable in roughly 80% of cases (Fig.  3) .
We can observe what happened with Axis II (Fig. 4) . Fig. 1 The study scheme.
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Fig. 2 Comorbidity Axis I (results test M.I.N.I).
Fig. 3 Drug addiction.
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Fig. 4 Diagnostic variations Axis II (results S.C.I.D. II).
Only 10 diagnoses remained stable (about 35%), 12 went into remission, 4 new diagnoses appeared and 6 shifted to another personality disorder. Among those that shifted, 4 unspecified personality disorders were categorized as narcissistic, antisocial, schizotypal and depressive.
A personality dependent disorder turned into an unspecified personality disorder and an antisocial case turned into a borderline case.
The 4 new diagnoses of personality disorder which were not there previously are: histrionic, borderline, narcissistic and unspecified.
Overall-personality disorders show considerable instability.
Discussion
This study presents several opportunities to discuss. The major psychoses: bipolar disorder and schizophrenia are stable. The results are consistent with the literature [3, 7] . The M.I.N.I. is able to discriminate the major depressive episode "in progress" or "lifetime". With respect to the lifetime episode, the memory of that is preserved for all patients. But only 50% of patients still had an episode in 2014.
The reduction of major depressive episodes (in progress) is compatible with the episodic nature of the condition and the ongoing treatment.
Also the instability of neurotic disorders is compatible whit their episodic nature.
Only panic disorder is stable. Although the number of patients is too low, this aspect is interesting. Some authors think that panic disorder is "a stable clinical entity" and not a "general neurotic syndrome" [13] .
Drug addiction is stable (about 80%), in accordance with its definition and with the literature [14] .
We see now the Axis II. Out of all the personality disorders the antisocial condition seemed a bit more stable than the others. This is reported in the literature [15] and can be due to several causes. First and foremost, the S.C.I.D. II for this disorder is based on more objective criteria. Secondly, this personality disorder has been historically studied more, and therefore is more defined in its characteristics.
Other personality disorders are very unstable.
We think that the DSM classification of personality disorders is problematic.
Indeed, the long period of diagnostic stability resulted very important in order to define the diagnostic consistency.
The considerable instability of personality disorders call the DSM definition into question. The DSM actually defined personality disorders as stable and enduring [4, 16] . The concept that personality disorders are enduring stems from the theory. In reality there is little empirical evidence to support this definition [17] .
The classification of personality disorders was already considered as unsatisfactory in the DSM IV, mainly for the following reasons [18] : ill-defined mental illness/health boundaries, high comorbidity anomaly between personality disorders, uncertain stability for many personality disorders, little focus on the experience and subjective variables of the individual patient, low availability of personality disorders in clinical practice, uncertain boundaries between personality disorders and disorders in Axis I.
As a result, a significant review of DSM V was expected, which did not transpire however [19] .
Contrary to the original plans, DSM V did not made radical changes in personality disorders.
This problem has significant implications for prognosis and treatment.
Some authors justify low investment in resources for these disorders on the basis of their unchanging nature. However, more recent literature has indicated the possibility of treating personality disorders and sometimes changing this trend [20, 21] .
Furthermore, this concerns a significant number of patients and especially drug addicts, who present with a high percentage of comorbidity and personality disorders [22] .
An Italian study reported that 62% of patients who access a public facility for addiction have a personality disorder [23] .
Axis II comorbidity has substantial effects on social and occupational functioning as well as on treatment programs.
Therefore we think it's advisable to exercise caution when formulating a diagnosis, and longitudinal observation is required.
The critical points of our study may be few in number sample and moreover not all diagnoses are represented.
On the other hand, its strengths are: the standardized evaluation and the wide time interval considered.
Conclusions
The results of this study are consistent with the literature: the major psychoses are stable and even drug addiction. Neurotic disorders are less stable, except panic disorder, which is stable. Personality disorders are very unstable.
The instability of personality disorders can be a problem, because this diagnosis is common in drug addicts.
The diagnosis of personality disorder based on DSM, especially in dual diagnosis, requires caution.
Anyway, the longitudinal observation is important for a correct diagnosis.
Based on our experience we hope that future studies will contribute to improve the diagnosis of these disorders, and therefore treatment of our patients.
